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Minnesota 

Condition or Requirement 


Premiums and Other Cost-Sharing Charges 


For the Basic Coverage Group the agency’s 

premium or other cost-sharing charges, and how 

they are applied, are described below. 


Payment of a premium applies to an individual who 

has gross income greater than 288 100 percent 

of thefederal poverty level by family size. The 

premium amount is 7 


. . based on a person’s moss earned and 
unearned income, the applicble family size and a 
sliding fee scale that begins at one percent of 
income at 100 percent of theFederal poverty 
guidelines and increases to 7.5 percent up to income 
of 300 percent of the Federal poverty guidelines,and 
remains at 7.5 percent for income above 300 percent 
of theFederal poverty guidelines. 

Annual adjustments based upon changes in the 
federal poverty guidelines are effective July 1 of 
each year. No other cost-sharing charges apply. 
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